INTRODUCTION
In 1995, the Task Force on Promotion and Dissemination of Psychological Procedures (henceforth, referred to as Task Force) of Division 12 (Clinical Psychology) of the American Psychological Association (APA) issued the first of three reports [Task Force 1995; Chambless et al 1996 ; also available on the Division 12 web page (http://www.apa.org/divisions/div12/est/est.html)] in which it identified a number of psychological interventions as empirically validated treatments [later called empirically supported treatments (ESTs)]. Reaping both praise and opprobrium, these reports have been the subject of conference presentations, newsletter articles, and special sections of journals (e.g. Kendall & Chambless 1998 , Elliott 1998b , Kazdin 1996 , Can. Psychol. 1999 . In this review we consider the history of this effort, the evidence amassed by the Task Force and like bodies, and issues that give rise to the controversy over ESTs.
Appointed in 1993, the Task Force was charged with considering issues in the dissemination of psychological treatments of known efficacy. After acceptance by the Division 12 Board of Directors in October of that year, the Task Force's report was circulated to a number of groups for discussion, including the APA Boards of Educational Affairs, Scientific Affairs, and Professional Affairs; the APA Continuing Education Committee, Committee for Approval of Continuing Education Sponsors, and Committee on Accreditation; the Council of University Directors of Clinical Psychology; and the Association of Psychology Postdoctoral and Internship Centers. Individuals were informed of the report and its contents through a symposium at the APA convention, summaries published in The Clinical Psychologist and the APA Monitor with full copies available upon request (>1000 requests have been filled), and electronic mailings to list servers in clinical psychology. Copies of the full report or of pertinent sections were mailed to the APA Board of Directors, state psychological associations, directors of APA-approved clinical doctoral and internship programs, and those in attendance at an APA conference on postdoctoral education. The report was then published early in 1995, along with responses to comments. Division 12's interest in promoting the awareness and use of ESTs is part of a broader movement that arose in the United Kingdom and was initially known as evidence-based medicine (Sackett et al 1997) . The premises of this movement are that (a) patient care can be enhanced by acquisition and use of up-to-date empirical knowledge and (b) it is difficult for clinicians to keep up with newly emerging information pertinent to their practice but (c), if they do not, their knowledge and clinical performance will deteriorate over the years after their training; consequently, (d) clinicians need summaries of evidence provided by expert reviews and instructions on how to access this information during their routine practice. Although developed independently, the Task Force's recommendations are clearly consistent with these tenets. Among the more controversial of its recommendations are that APA engage in an ongoing effort to develop and maintain a list of ESTs for distribution and that training programs in clinical psychology include some didactic and applied training in ESTs. The latter recommendation followed a survey by task force members (Crits-Christoph et al 1995) of directors of APA-approved clinical-training programs. Respondents (83% of all directors) were asked to indicate which ESTs of a preliminary list assembled by the Task Force were included in students' didactic coursework or practicum training. The authors defined minimal coverage as some inclusion of 25% of ESTs in didactic courses and some clinical training in at least two ESTs. By these criteria, about one-fifth of the programs failed to include minimal coverage of ESTs. More recently, the successor committee to the Task Force has established a web page to disseminate information about ESTs to the public through Division 12's web site (http://www.apa.org/divisions/div12/rev est/index.shtml).
Efforts to identify psychological ESTs have not been limited to the initial Task Force. Because the first task force was focused largely on ESTs for adults, Division 12 appointed a second task force with an emphasis on ESTs and prevention programs for children, the Task Force on Effective Psychosocial Interventions: A Lifespan Perspective. Reports from this task force have also been published (Spirito 1999 , J. Clin. Child Psychol. 1998 . Division 12 also commissioned a book entitled A Guide to Treatments That Work, spearheaded by yet another task force. Edited by Nathan & Gorman (1998) , this mammoth book contains reviews of the psychotherapy and pharmacology outcome literature by experts in various psychological disorders. Apart from Division 12, a number of other authors have undertaken reviews of ESTs [e.g. Kendall & Chambless (1998) , including publications identifying ESTs in adult, child, marital, and family therapy, Wilson & Gil's review of ESTs for chronic pain (1996) , and Gatz et al's review of ESTs for the elderly (1998)]. Psychologists in the United Kingdom have been leaders in this area, including publication of What Works for Whom? by Roth & Fonagy (1996) , who conducted a review of psychotherapy efficacy for the British National Health Service (Parry 1996) . The Canadian Psychological Association's Clinical Psychology Section appointed its own EST task force (see Hunsley et al 1999) . Strauss & Kaechele (1998) have described somewhat different but related efforts in Germany.
In the 1995 report, the Task Force published criteria for selection of ESTs and a very preliminary list of 25 treatments that met these criteria. This list was quickly constructed to allow the survey of clinical directors described above and to demonstrate that treatments meeting these criteria could be identified. In subsequent reports, the Task Force expanded the list of ESTs (Chambless et al 1996 and also collected and published information concerning training opportunities and materials for therapists (Sanderson & Woody 1995 , Woody & Sanderson 1998 . As of 1998, the list included 71 treatments. The decision by the Committee on Accreditation (American Psychological Association 1996) to include some training in ESTs as part of the guidelines for accreditation of doctoral-and internship-training programs in applied psychology no doubt heightened the already intense interest in the delineation of ESTs. As it became clear that APA would not itself pick up the work of the EST list, Division 12 committed itself to continuing these efforts by transforming the Task Force into a standing committee charged with evaluating the efficacy and effectiveness of psychological interventions. By a vote of the membership, this transition was approved and took effect in January 1999.
IDENTIFICATION OF EMPIRICALLY SUPPORTED THERAPIES
In Table 1 , we summarize the criteria used by the various work groups to define ESTs and, in Tables 2 and 3 , their findings to date. The groups are identified by letters: A for the original task force , B for the special section of Journal of Pediatric Psychology (Spirito 1999) , C for the special section of Journal of Child Clinical Psychology (1998), D for the special section of Journal of Consulting and Clinical Psychology (Kendall & Chambless 1998 ), E for the British review What Works for Whom? (Roth & Fonagy 1996) , F for Nathan & Gorman's (1998) A Guide to Treatments that Work, G for Gatz et al's (1998) review of treatments for the elderly, and H for Wilson & Gil's (1996) review of treatments for chronic pain. For purposes of comparison, we created three rough categories indicating level of support, based on the criteria listed in Table 1 . These take into account the number of studies available and their experimental rigor. The following points need to be kept in mind for interpretation of these tables. First, because the different work groups did not use the exact same definitions, the distinction between categories I and II for work groups not following the task force criteria completely is not precise. Moreover, Roth & Fonagy (1996) did not distinguish between category-I and -II treatments; thus, their ESTs are listed in the tables under both these categories with a question mark. Second, not all work groups listed promising treatments; those doing so were groups B, E, and F. Third, Nathan & Gorman (1998) eschewed categories. Accordingly, we imposed the category scheme on the reviews in their book, requiring two type-1 studies for inclusion in category I and one type-1 study for inclusion in category II, and relegating treatments supported by only type-2 or -3 studies to category III.
Treatments in category I are supported by at least two rigorous randomized controlled trials (RCTs) showing their superiority to placebo control conditions or another bona fide treatment. Alternatively, work groups following task force criteria accepted a large series of rigorous single case experiments as meeting this definition, and authors in the Nathan & Gorman volume (1998) may have accepted the use of a waiting list control group for comparison. Treatments in category II were typically supported by at least one RCT in which the treatment proved superior to a control condition or alternative bona fide treatment. Also, most groups followed the task force criteria in relegating treatments demonstrated to be efficacious only by comparison to waiting list control groups to this category, regardless of the number of supporting studies, and accepted a small series of rigorous single case experiments as meeting threshold for this level (Kendall & Chambless 1998) criteria, group D (Continued ) When ESTs involved the addition of psychological procedures to pharmacological or other medical interventions (e.g. treatment for pain), the control group had to receive the same medical treatments. Work groups varied in their requirements for assessment. For example, those following the task force's criteria required only that some reliable and valid method for determination of outcome was employed. Others imposed specific criteria pertinent to a given EST, such as requiring chemical verification of smoking cessation or behavioral observation measures of a child's hyperactive behavior. Given the difficulty in collecting follow-up data unconfounded by additional treatment and extensive attrition, efficacy was typically determined immediately posttreatment. Table 2 lists ESTs identified for adults, and Table 3 lists those for children. Review of these tables permits some determination of the degrees to which different groups have identified the same treatments in their reviews. When review groups did not use precisely the same label to describe an EST, some judgment was required on our part to determine whether the same treatment was meant. In this case we were guided by the citations authors used to support their categorization of the treatment, as well as our own review of the articles in question.
A number of caveats pertain to the contents of the tables. First, on the whole, review groups have not attempted to determine which treatments are not efficacious. Second, no group essayed a complete review of the psychotherapy literature. For example, the Task Force reports explicitly note that their lists are works in progress. Thus, that a treatment does not appear on any one or all of the lists could have several meanings: (a) the treatment in question has fared poorly in research trials, (b) the treatment has not been examined in research trials, or (c) the treatment was not reviewed. Finally, all groups did not review all treatments. Thus, that one group listed a treatment as an EST and another did not cannot be taken to mean that the groups were in disagreement about a treatment's status. Disagreements may be indicated when one group assigned a treatment to a different category than another. However, because the groups published their work at different times, even then the discrepancy might be due to the publication of new studies.
Despite the number of individuals involved in the various independent review groups and the different approaches taken to evaluation, a review of these tables makes it apparent that, when two or more groups reported a review of the same treatment, the results were generally consistent. This should provide some reassurance to those who have expressed concern about unreliability or biases of individual reviewers for the various work groups. At the time of this review 108 category-I and -II ESTs had been identified for adults and 37 for children, reflecting considerable progress in discernment of ESTs since the first Task Force report with its list of 25 treatments. Nonetheless, that one can identify and disseminate information about ESTs does not address the arguments that it is ill advised to do so. We turn now to a consideration of critiques of the EST work. (Roth & Fonagy 1996) ; F, A Guide to Treatments That Work (Nathan & Gorman 1998) ; G, Gatz et al (1998) ; H, Wilson & Gil (1996) . ?, unclear from author's description whether treatment belongs in Category I or II.
CONTROVERSY
In this section we review a number of the criticisms leveled at the work on ESTs, some of which are particular to the publications of the Task Force and others of which are general to the very concept of identification of ESTs. Much contention stems from guild or economic concerns that the EST findings (a) will be misused by managed care companies to disenfranchise practitioners of psychotherapies that are not so designated (e.g. Silverman 1996), (b) will make these same practitioners more vulnerable to malpractice suits (Kovacs 1996) , or (c) will restrict practice to a limited number of treatments, thus precluding flexibility and clinical innovation (see Elliott 1998a). We do not focus on these concerns, which although important, are outside the scientific arena. Rather, in the space permitted, we consider the empirical evidence for and against assertions that the EST list, criteria, and premises are flawed.
Treatment Selection
The Task Force and all other groups listed in Table 1 have adopted a similar approach to their reviews. They have defined ESTs as being specific treatments for specific issues, for example, cognitive-behavior therapy (CBT) for chronic back Table 2 for explanation of categories and listing of workgroups.
b ADHD, attention deficit/hyperactivity disorder; AMT, anxiety management training.
pain, multisystemic family therapy for conduct disorder, or brief psychodynamic therapy for depression. Copious evidence already exists for the proposition that psychotherapy in general is effective for clients in general [see, e.g., the metaanalyses by Shapiro & Shapiro (1982) and Weisz et al (1995) ]. Thus, the various task forces and independent groups have sought to take the next step, to identify more precisely which treatments practitioners of evidence-based psychological interventions might consider for particular clients. This decision in and of itself has proved controversial (e.g. Garfield 1996) .
Sample Description
Arguing that it is unwise to conclude that all treatments are beneficial for all types of clients, the Task Force required that tests of ESTs be conducted on a sample identified with some specificity. This might be and often was a diagnosis based on some system such as the Scotti et al 1996) . In response, task force members (Task Force 1995) have noted that some method for describing clients is necessary to enable clinicians to evaluate the likelihood of generalization from research samples for their own practice and to organize data. Without some categorization, synthesis of evidence is extremely difficult, if not impossible. Fonagy & Target (1996) noted that, whatever the limitations of diagnostic systems such as the DSM, critics have yet to suggest a better feasible alternative.
Research Design
A second criticism of the criteria concerns the Task Force's reliance on RCTs (or comparable single-case design approaches) to test the outcome of research on psychological interventions. This criterion has been attacked from three perspectives. First, it has been rejected as a poor approach to gaining knowledge by those who suggest that qualitative research would be more appropriate (e.g. Bohart et al 1998) . Second, because cognitive and behavioral approaches have been more often the subject of RCTs than have other forms of psychotherapy, some fear that the criteria lend unfair advantage to CBT over other therapies (e.g. Bohart et al 1998) . Third, Seligman (1995) , among others, has argued that, because clients in treatment in the community are not randomly assigned to treatment, ESTs based on RCTs are unlikely to generalize to clinical practice. Only the last of these points can be addressed through empirical findings, and we devote a separate section to these later (see "Effectiveness" below). The Task Force's decision to require careful definition of the independent variable (the therapy or therapies), most often, although not necessarily, in the form of a treatment manual, has resulted in heated controversy. A treatment manual is a statement of the principles and procedures of a psychological intervention, including both prescribed and proscribed interventions. Manuals may be in the detailed form of session-by-session guidelines or may provide extensive flexibility within the general framework provided by the authors (Kendall et al 1998) . The better manuals are richly elaborated with examples of dialogue illustrating application of the procedures and with descriptions of courses of action to take when problems arise in treatment. The Task Force concluded that treatment manuals or their equivalent in the form of a clear description of the treatment are necessary to provide an operational definition of the intervention under study, because very different procedures may fall under the general rubric of, for example, psychodynamic psychotherapy or CBT. Failing such a description, clinicians are unable to determine the similarity of their own practices to ESTs, and educators are ignorant of how they might train their students in ESTs. That is, in terms of generalizable knowledge, it is meaningless to say that a treatment works without being able to say what that treatment is.
In part, the negative reaction to the requirement that EST research include manuals or other clear descriptions of the treatment appears to be an emotional one (see Fonagy 1999) , with some clinicians reacting to a perceived threat to their independence of practice. For example, some have viewed manuals as "promoting a cookbook mentality" (Smith 1995, p. 40), "paint[ing] by numbers" (Silverman 1996, p. 207) , or even as "a hangman of life" (Lambert 1998, p. 391 ). This reaction is captured nicely by Bohart et al (1998) , who wrote, "[the therapist is]. . .a disciplined improvisational artist, not a manual-driven technician" (p. 145). Others have viewed manualization (as it has come to be called) in more positive terms. For example, Wilson (1998, p. 363) has asserted that ". . . use of standardized, manualbased treatments in clinical practice represents a new and evolving development with far-reaching implications for the field of psychotherapy." Indeed, in a survey of licensed psychologists, Addis & Krasnow (2000) found that practitioners were equally likely to be positively vs negatively inclined toward treatment manuals. Seligman (1995) and Garfield (1996) , among others, have objected to the use of manuals on another basis-that therapists in the community do not follow manuals and, thus, their use in efficacy research limits generalization. Indeed, according to Addis & Krasnow's (2000) survey, 47% of licensed psychologists in practice had never used manuals in their clinical work. However, that therapists may not, on the whole, use manualized treatments now does not address the question of whether it would be desirable for them to do so. At present, 23% of psychologists in practice report that they have never heard of treatment manuals, and of those aware of their existence, 38% are unclear as to what manuals are (Addis & Krasnow 2000) . For a further review of the controversy surrounding manualization, see Addis et al (1999) .
Some authors (e.g. Elliott 1998a) have complained that the task force criteria are too lenient, because they are focused solely on the efficacy of the treatments in RCTs and not on their effectiveness, that is, on whether these treatments work in what the authors term real clinical practice. This issue, in our judgment, is far more important than whether therapists are currently using ESTs as described in treatment manuals in their practice. We consider this topic at some length below (see "Effectiveness"). Finally, there are general complaints about the clarity of the criteria and the methods for reaching decisions (e.g. Elliott 1998a); for example, when are two versions of CBT for depression similar enough to lump together and when should they be considered separate treatments? The Task Force required that experiments have been conducted with "good" methodology, but what defines good? Chambless & Hollon (1998) have provided considerable detail on evaluation of the methodology of psychotherapy research as used by the Task Force and others (Kendall & Chambless 1998) . Despite this detail, these authors did not draw hard and fast decision rules, leaving room for potential bias on the reviewers' part. In our view, this is one of the more telling criticisms of the Task Force's work. The group provided no evidence of the reliability of its decisions and no detailed explanation of the process involved in reaching those decisions. Nonetheless, as previously noted, a review of Table 2 indicates that multiple review groups have generally arrived at the same conclusions about the efficacy of treatments evaluated. (Treatments in Table 3 are less likely to have been reviewed by more than one group.)
Cognizant of the importance that the reviews should be viewed as reasoned and impartial, the Division 12 Committee on Science and Practice, which succeeded the Task Force, has postponed the EST review process for several years in favor of developing an elaborate manual for members to use in evaluating treatments. The twelfth draft of this manual was recently completed (JR Weisz & KM Hawley, unpublished manuscript) and is under review by committee members. The present plan is for this manual to be used by two other groups identifying ESTs, the Committee for Empirically Supported Practice of APA Division 53 (Clinical Child Psychology) and the Interdisciplinary Committee on Evidence-Based Youth Mental Health Care. These groups provided feedback on the development of the manual. It is likely that treatments already on the EST list will be reevaluated according to the criteria set forth in this new manual. Because the Committee has yet to vote on final approval of the manual, we do not summarize it in detail here. However, from our own review we conclude that adoption and use of this manual will address most complaints about clarity of process, as well as many of the technical concerns.
Standardization of Treatment
The use of treatment manuals in EST research and in training of psychotherapists has been criticized not only on emotional grounds but also on the grounds that use of treatment manuals will lead to a degradation in the quality of treatment that clients receive (e.g. Garfield 1996 , Henry 1998 . The assumptions are (a) that therapists trained in a standardized treatment will not be able to deviate flexibly from such protocols when necessary to treat a particular case and (b) that a standardized treatment approach will be less beneficial than a treatment program designed specifically for an individual case. Concerning the first point, Garfield, Henry, and others have pointed to research on adherence to protocol in psychotherapy research to buttress their arguments that manual-based training will be detrimental to the efficacy of psychotherapy. The empirical findings on this point are inconsistent, with some authors finding that, at least under some circumstances (e.g. rupture of the therapeutic alliance), greater adherence is related to poorer outcome (e.g. Castonguay et al 1996) , whereas others have found greater adherence to be related to better outcome (e.g. Frank et al 1991) . However, such arguments miss the point, in that such research tells us nothing about the success of manual-trained therapists in their unstructured clinical practice. We know of no research on this first point, and other authors (e.g. Moras 1993 ) have argued that students grasp the general principles of treatment and acquire skills more quickly when they are presented in the organized form of a manual rather than solely relying on the informal teaching that occurs during supervision. Thus, research directed at this question would be highly desirable.
For now, this leaves us to question the second point: Is standardized treatment less efficacious than an individualized treatment program? We located only three studies addressing this issue: (a) Jacobson et al's (1989) comparison of standardized behavioral marital therapy to the same form of therapy delivered flexibly with regard to the total length of treatment and the amount of time spent on any one component; (b) Schulte et al's (1992) comparison of treatment of phobias (mostly agoraphobia) by standardized treatment with prolonged exposure vs individually designed treatment in which the therapist was given total flexibility in designing the treatment for each client; and (c) Emmelkamp et al's comparison (1994) of self-directed exposure plus ritual prevention for obsessive-compulsive disorder to a program of various cognitive and behavioral treatments based on an individual behavioral analysis. In all of these studies, the same therapists administered treatments in the standardized vs individualized conditions, ruling out the possibility that therapist main effects contributed to the outcome, and clients were randomly assigned to treatments.
In none of the studies was flexible treatment statistically superior to standardized treatment. Indeed, Schulte et al (1992) found the standardized treatment for phobia to be significantly better than that based on the therapist's discretion, largely because some therapists failed to use exposure treatment in this condition, even though exposure is the best validated treatment for phobia. On the other hand, in the marital-therapy study, there was a trend at 6-month follow-up in favor of the flexible treatment group, and effect sizes were higher in the flexible group. Unfortunately, because length of treatment was confounded with flexibility of treatment procedures (treatment was, on average, longer in the flexible condition), these data are difficult to interpret. In addition, in this study therapists were constrained to use the same treatment components regardless of condition. Thus, this study is less a test of manualization than of a more vs less flexible manual. Additional research of this nature with a wider variety of problems and including children and adolescents should be conducted. For now, the data do not support the assertion that manualizing treatments will be detrimental to clients.
Treatment Specificity
Obviously, if all forms of psychotherapy were equally efficacious for all problems, the identification of ESTs would be a much less important exercise. Many would claim that reviews of psychotherapy research have demonstrated this to be the case. For example, Wampold et al (1997) conducted a meta-analysis in which they tested the hypothesis that the effect size for comparisons between different types of psychotherapy is zero. Their results were consistent with this hypothesis and are typical of findings from similar meta-analyses. A common interpretation of such findings is that nonspecific factors (e.g. the quality of the therapist-client relationship) are responsible for all of the meaningful variance in treatment outcome. Nonspecific factors are clearly of great importance in psychotherapy, with, for example, the therapeutic relationship accounting for about 9% of the outcome variance [see meta-analysis by Horvath & Symonds (1991) ]. Nonetheless, we would argue that it is hasty to conclude that there are no meaningful differences in the effects of psychotherapies, for several reasons.
First, meta-analyses such as those conducted by Wampold et al (1997) are generally focused on a somewhat restricted sample of clients, including college students and outpatients with problems with anxiety, depression, eating disorders, and the like. Comparisons among different theoretical schools are not available for treatment of the chronically mentally ill and the developmentally disabled. We doubt that such comparisons will be conducted because of the strength of the belief, right or wrong, that behavioral methods are the treatments of choice for these clients.
Second, meta-analyses demonstrating lack of specificity often include little research on children or adolescents. For example, Wampold et al (1997) Weisz et al (1995) concluded that behavioral treatments (e.g. behavioral contracting, parent management training, modeling, and CBT) were more effective than nonbehavioral treatments (e.g. insight-oriented therapy or client-centered counseling). Casey & Berman (1985) reached a similar conclusion in their early meta-analysis of psychotherapy research with children, conducted between 1952 and 1982.
Third, it is often suggested that some problems such as depression are benefited by a wide range of treatments (Beutler et al 2000) , whereas others, such as obsessive-compulsive disorder and phobias, respond better to specific behavioral treatments or CBTs than to other treatments. To evaluate these arguments, we now examine evidence for the specificity of psychotherapy effects, taken from studies meeting criteria for EST research. This body of literature is very large. Owing to space considerations, we include only a sampling of studies for two problems for which specificity research is available-anxiety disorders and depression. Within these categories we focus, whenever possible, on particularly well-designed studies in which authors have ruled out alternative explanations for differences between treatments, such as uncontrolled therapists' effects and differences in the quality of the therapeutic relationship and in the credibility of treatment.
Anxiety Disorders
Research on treatment of adult obsessive-compulsive disorder has demonstrated a high degree of specificity, in that different forms of behavior therapy have significantly different effects. Fals-Stewart et al (1993) , Lindsay et al (1997) , Hodgson et al (1972) , and Marks et al (1975) all compared exposure plus response prevention, a well-established EST, to progressive muscle relaxation, either alone or elaborated as anxiety management training. Designs in the 1970s were quasi-experimental, but the more recent two studies were RCTs. In all four studies, exposure plus response prevention was significantly superior to the alternative treatment. Lindsay et al (1997) tested whether differences in the therapeutic relationship might account for these findings. This proved not to be the case. When interviewed by an independent assessor, clients rated therapists as highly and comparably supportive and understanding, regardless of treatment condition. Unfortunately, these authors did not assess clients' expectancies for change or credibility of treatment. This oversight was corrected in a study of a different anxiety disorder.
Studying generalized anxiety disorder among adults, Borkovec & Costello (1993) found that CBT was significantly superior to nondirective therapy at posttest and 1-year follow-up. This study represents one of the most sophisticated comparisons available in the specificity literature. The authors demonstrated that clients in CBT and nondirective therapy were comparable in their ratings of expectancy of change and their therapists. Furthermore, in both conditions therapists were guided by detailed treatment manuals, and the authors verified that treatment effects were consistent across therapists. Consistent with the theory of nondirective therapy, observers rated clients in that condition as having greater depth of experiencing than clients in the other conditions. Nonetheless, these clients failed to improve as much as those in CBT.
Research on treatments for children's and adolescent's anxiety disorders also demonstrates specificity. Using a controlled, single-case design, Ollendick (1995) showed that a developmental adaptation of Barlow & Craske's (1994) CBT for panic disorder with agoraphobia was beneficial for adolescents, whereas education and support alone were not. Treatment gains persisted at 6-month follow-up. In the specific phobia domain, specificity is also evident (Ollendick & King 1998 . For example, participant modeling (in which the therapist models, prompts, and assists the child in approaching the phobic stimulus) has been shown to be more effective than nondirective, supportive therapy as well as other variants of behavioral and cognitive therapies, including systematic desensitization and filmed modeling. Furthermore, reinforced practice (based on principles of shaping, positive reinforcement, and extinction) has been shown to be more effective than verbal coping skills and therapist modeling alone.
Depression Specificity is also evident in psychotherapy effects for depression among children and adolescents. For example, Stark et al (1991) compared CBT to nondirective, supportive therapy in the treatment of children who reported high levels of depressive symptoms on the Children's Depression Inventory. At postintervention and at 7-month follow-up, children in the CBT group reported fewer depressive symptoms on a semistructured interview and indicated fewer depressive symptoms on the Children's Depression Inventory than children in the supportive condition. Brent et al (1997) obtained consistent results, showing that CBT was more effective than supportive, nondirective therapy with adolescents who have major depressive disorders. Moreover, CBT was marginally more effective than a family intervention utilizing techniques of functional family therapy.
Specificity breaks down where treatment of depressed adults is concerned. For example, in the large-scale National Institute of Mental Health (NIMH) study comparing CBT to interpersonal therapy (Elkin et al 1989) , no significant differences between treatments were observed. Similarly, Thompson et al (1987) found no evidence of treatment specificity in their comparison of behavioral, cognitive, and brief dynamic therapies for depressed elders, and Jacobson et al (1996) found that the full CBT package was no more efficacious than one of its components, behavioral activation (i.e. assignment of activities to build mastery and positive mood), alone.
It is not entirely clear why the patterns of findings differ between depressed children and adults. This may be the result of developmental differences. It is also possible that the difference between the findings for adults and children has to do with the therapies with which CBT is contrasted. In the child studies, the comparison group received supportive, nondirective therapy, whereas, in the adult studies, comparison treatments were behavior therapy and psychodynamic therapy.
Effectiveness
One of the strongest arguments posed against the dissemination of ESTs is the dearth of evidence that research treatments are beneficial when applied (a) in ordinary clinical settings such as private practices and community mental health and medical centers and (b) to ordinary clients, that is, those who are not selected according to an extensive list of exclusion criteria and those who have not agreed to be randomly assigned to treatments as part of a research enterprise. In the psychotherapy literature, this distinction is known as the difference between evidence of efficacy vs effectiveness [see Hoagwood et al (1995) or Moras (1998) for a concise presentation of these concepts]; almost always this distinction overlaps highly with the contrast between experiments with high internal vs high external validity. It is true that, until recently, psychotherapy researchers concentrated almost exclusively on efficacy research, but effectiveness data are beginning to emerge. Here we describe samples of effectiveness research on a number of well-established treatments, including, for adults, CBT for depression and panic disorder and, for children, two parent training programs for conduct/oppositional defiant disorder.
Panic Disorder
In a study notable for its external validity, Wade et al (1998) reported the effectiveness of Barlow & Craske's (1994) CBT for panic disorder with or without agoraphobia for 110 clients of a community mental health center. Therapists were staff members trained to administer a standard 15-session protocol. Minimal exclusion criteria were employed. Clients showed significant pretest-posttest changes on all major outcome measures, and improvements were comparable in effect size to changes observed with the same treatment program in efficacy studies. However, the authors reported that the dropout rate was higher than that in efficacy studies, although still considerably lower than the dropout rate usually observed in community mental health center samples.
A significant challenge to the external validity of efficacy studies is the limited range of ethnic groups included in research samples. It is typical for the large majority of subjects to be white or for the ethnic characteristics of samples to go unreported. Sanderson et al (1998) reported the results of 12 sessions of Barlow & Craske's (1994) CBT for panic disorder when applied to a medical center outpatient clinic sample of 30 low income, urban clients, the majority of whom were Latino. Statistically significant improvement was observed, although clients remained more impaired than those in the benchmark study. The authors noted that the level of disorder in their population was initially more severe but also suggested that the high rate of stress in this sample may have limited the success of treatment.
Depression
We located five studies of the effectiveness of CBT for depression, all with positive results. Peterson & Halstead (1998) examined the outcome of an abbreviated form of standardized CBT (6 sessions vs the typical 20) administered in a group format. Clients were 210 patients referred to a depression management program in military clinics. Minimal exclusion criteria were applied. Significant pretest-posttest reductions on the Beck Depression Inventory were observed, regardless of the initial level of severity of depression. The authors noted that the average reduction in depressive symptoms (37%) was less than that usually reported in efficacy studies (57%), but they also pointed out that their treatment was considerably briefer for practical reasons-cost reduction and prevention of attrition.
Persons and colleagues have published the results of two investigations of CBT for depression in private-practice samples (Persons et al 1988 (Persons et al , 1999 . Treatment was applied in a flexible manner according to individual case formulations to clients with a variety of depressive disorders regardless of their comorbidity. Significant improvement was observed, and outcomes for intention-to-treat samples (including all clients, regardless of whether they completed treatment) were comparable to those in benchmark efficacy studies. However, private-practice clients received, on average, more sessions than those in efficacy studies. Whether improvement would have been comparable had this not been the case couldn't be determined from these data.
In two separate samples, Organista et al (1994) and Miranda et al (J Miranda, F Azocar, K Organista, E Dwyer, P Arean, manuscript under review) tested the benefits of standardized group CBT for depression in low-income medical outpatients treated at a hospital depression clinic. The majority were members of ethnic minority groups (Latino or African-American) and had significant medical problems. Significant improvement was observed in both studies, and Miranda et al reported that 62%-80% (depending on ethnicity) no longer met diagnostic criteria for depression after treatment. Nonetheless, on average clients remained in the depressed range, according to questionnaire scores. The dropout rate was higher with this disadvantaged population (40%-60%) than in efficacy studies [e.g. 32% (Elkin et al 1989) ], but change was significant for the intention-to-treat sample (i.e. the sample of all clients who began treatment, including dropouts). Miranda et al found that adding case management services reduced dropouts significantly.
Oppositional-Defiant Disorder Two effectiveness studies have been conducted with children presenting with oppositional problems. In the first study, Taylor et al (1998) examined the effectiveness of Webster-Stratton's Parents and Children Series (PACS) at a community-based children's mental health center. Parents seeking help in managing their 3-to 8-year-old-children's behaviors were randomly assigned to one of three conditions: PACS, treatment as usual (TAU), or a waiting-list control group. TAU was defined by each therapist and included ecological, solution-focused, family systems, and popular-press parenting approaches. Therapists were affiliated with the center; 7 were trained in Webster-Stratton's approach, and 11 were not. Both active treatments were superior to the waiting list, but mothers in the PACs program reported significantly fewer behavior problems and greater satisfaction with treatment than mothers in the TAU program. Outcomes were similar to those obtained in the efficacy trials. Thus, this trial provides evidence of PACS's specificity as well as effectiveness. However, because therapists were not crossed with treatment conditions or randomly assigned to conditions, it is also possible that PACS's superiority to TAU was due to some superiority of PACS therapists unrelated to the treatment.
A second, uncontrolled effectiveness trial with oppositional children was recently reported. Using parent management training and child social skills training, Tynan et al (1999) treated 55 consecutive admissions to a hospital-affiliated child psychiatry clinic. The children, ranging in age from 5 to 11 years, all presented with oppositional problems, and most were comorbid with other disorders including attention deficit/hyperactivity disorder. Therapists were trained in the implementation of the manualized treatment. Pre-post changes were large, significant, and comparable to benchmark efficacy studies.
Focus of Treatment
A further criticism leveled at the external validity of EST research is the charge that, in such studies, the researchers focus only on so-called symptoms. Depending on theoretical orientation, clinicians may reject the importance of symptoms in favor of goals such as self-transcendence (Kovacs 1996) or improvement in overall life adjustment. To call problems such as depression or panic "symptoms" is consistent with approaches such as psychodynamic theory, in which it is assumed that these conditions reflect some more central underlying problems. In behavioral or cognitive approaches, these conditions are generally not viewed as symptoms but as valid problems in their own right. Be that as it may, it is legitimate to question whether ESTs lead to improvement in quality of life or overall adjustment.
In response to calls for data on quality of life, EST researchers are now including measures for this construct in their assessment battery, but these studies are mostly in progress, with findings not yet available (Gladis et al 1999) . In the adult arena, we located two studies, including three different ESTs. No such studies were found in the child and adolescent arena. Indeed, Gladis et al pointed out that adequate instruments for assessing quality of life in children have yet to be developed. For the adult studies, we examined findings at both posttest and follow-up, because changes in overall adjustment may be slow to emerge, typically lagging after changes in presenting problems even in non-symptom-focused treatment, such as psychodynamic psychotherapy (e.g. Howard et al 1993) . Blatt et al (2000) analyzed data from the NIMH Treatment for Depression Collaborative Research Program, in which two ESTs-cognitive and interpersonal therapies-were compared to treatments with an antidepressant plus clinical management and with a placebo plus clinical management. Analyses controlled for overall symptom severity and level of functioning at pretest, as well as other variables that had proved predictive of treatment outcome. There were no differences among treatments at posttest, but by an 18-month follow-up, clients in both psychotherapy groups rated their life adjustment significantly more positively than clients in the placebo or medication group. Findings were not due to differences in expectancy. Telch et al (1995) compared the effects of 12 sessions of CBT to a delayed-treatment control group. Quality of life measures included assessment of global impairment in work, social and leisure activities, and family life. At posttest, the treated clients showed significantly more improvement than waiting-list clients on both measures of global adjustment, as well as on most of the measures' subscales. Because the control group participants entered treatment after posttest, follow-up data are uncontrolled. Six months after treatment, client scores continued to be significantly improved compared with pretest scores, with no significant change from posttest to follow-up.
Cognitive Therapy for Depression

Cognitive Behavioral Therapy for Panic Disorder
CONCLUSION
In conclusion, we summarize the arguments for and against identification and dissemination of ESTs and our responses:
1. Argument: ESTs should be ignored because this effort has been the work of a small group of biased individuals in Division 12 (Society for Clinical Psychology of the American Psychological Association).
Response: Tables 2 and 3 summarize the results of searches by eight different review groups. Because the groups had different foci (e.g. geriatric vs child clients), their review areas often did not overlap. When they did, there is evidence of considerable agreement in the judgment of different groups. This suggests that, once decisions are based on common assumptions (e.g. use of RCTs, specifically defined samples, and treatments), EST designations can and have been made reliably. This assertion needs to be tempered by the presence of some overlap in the membership of the Task Force and the authors of the Journal of Consulting and Clinical Psychology special section on this subject (Groups A & D) (Kendall & Chambless 1998 3. Argument: EST research is based on treatment manuals or their equivalent, and use of manuals to train therapists will lead to decrements in the quality of psychotherapy. Response: We found no studies addressing the concern that, when working outside a restricted treatment protocol, manual-trained therapists would be less effective than therapists trained without manuals. Such research would be valuable in addressing these concerns. We did locate two studies in which the results from therapists trained in ESTs were compared under two conditions: one in which therapists were free to design individually tailored treatments (all within a general cognitive-behavioral framework) and one in which therapists operated under the standard EST guidelines. Standardized treatment proved equivalent or superior to individually tailored treatment. Unfortunately, both of these studies involved treatments of anxiety disorders. Additional research in this area with a broader range of treatments and problems is clearly needed. 4. Argument: There is no difference in efficacy among various forms of psychotherapy; hence, identification of ESTs is unnecessary. Response: In our abbreviated review of anxiety disorders and childhood depression, we found considerable evidence of specificity, even within cognitive and behavioral methods. Authors were not consistent in the care they took to rule out alternative explanations for differences among treatments, such as possible confounding discrepancies in expectancy and the therapeutic relationship. However, in studies in which such confounds could be discounted, treatment differences were still obtained.
Nonetheless, evidence of specificity is not uniform, in that, for adult depression, no treatment has been clearly demonstrated to be superior to another. These data and those from meta-analyses indicate that the question of specificity is a complex one and may depend on the target problem and clients' age (child vs adult). 5. Argument: EST research should be ignored because it will not generalize to clinical practice, defined as typical settings, clients, therapists, and treatment goals. Response: Thus far, the evidence reviewed indicates that ESTs are effective in clinical settings and with a diverse group of clients. Nonetheless, this conclusion needs to be tempered by the following considerations. (a) As would be expected in effectiveness research, these studies were high in external validity but low on internal validity, typically relying on uncontrolled pretest-posttest designs and evaluation by comparison with standard outcomes in the efficacy literature. (b) Clients in effectiveness studies often did not improve as much as those in efficacy studies or did not achieve as positive a level of functioning at the end of treatment. (c) Clients in some effectiveness studies received more treatment than is typical in RCTs, in the form of a longer course of treatment or adjunctive treatments such as concomitant pharmacotherapy or case management services. (d) The body of effectiveness research is small.
Hence, although we found no evidence that ESTs could not be beneficially applied in real clinical settings by those trained or supervised in their use, depending on the population served, treatments may need to be modified or included as part of a broader course of treatment. More research on effectiveness is clearly a priority if clinicians are to give credence to the value of ESTs. The NIMH is currently making such studies a priority in its mission for treatment research; this should ensure that effectiveness studies rapidly multiply.
Where treatment goals are concerned, we found very little research on whether ESTs affect quality of life. The two studies we found yielded positive results. To the degree that ESTs focus on clients with significant psychological disturbance, researchers are likely to find that improvements in presenting problems will be associated with enhanced quality of life. This follows from the substantial correlations of measures of disorder with quality of life measures. These effect sizes are typically moderate to large (Gladis et al 1999 , Telch et al 1995 . Should EST researchers focus on healthy but dissatisfied clients, we would expect quality-of-life measures to play a more unique role and, indeed, to become the central outcome measures in such research. More research on improved quality of life as an effect of ESTs is clearly needed, and such data should be available soon from studies presently under way.
The drive to identify and disseminate ESTs is less than a decade old. From the review above, it is clear that there is much to be learned about the application of ESTs and their benefits in clinical practice. Whatever the reluctance of some to embrace ESTs, we expect that the economic and societal pressures on practitioners for accountability will encourage continued attention to these treatments (cf Beutler 1998) . At the same time, it is important to note that the effective practice of evidence-based psychotherapy involves more than the mastery of specific procedures outlined in EST manuals. Almost all ESTs rely on therapists' having good nonspecific therapy skills. For example, in the NIMH Treatment of Depression Collaborative Research Program of two ESTs (interpersonal therapy and cognitive therapy) for depression, in which therapists followed elaborate treatment manuals, treatment effects varied according to therapists' competence (Shaw et al 1999) . Client characteristics such as ability to form an alliance with the therapist (Krupnick et al 1996) and initial functioning (e.g. Elkin et al 1995) also proved to be important in predicting treatment outcome. Research on the interaction of client characteristics (e.g. personality) with treatment approaches is in its early stages (e.g. Beutler et al 1991) . Such research is difficult to conduct because of the large sample sizes required for sufficient power. Yet such research has great potential for addressing practitioners' questions about which among several ESTs might be best for a particular client. Thus, the practice of evidence-based psychotherapy is a complex one, and ESTs are only one piece of the puzzle.
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